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Abstract
Background: The focus of this study was factors that affect resilience as a health outcome
among Hispanic adults. Some Hispanics and other members of disadvantaged and vulnerable
populations have developed remarkable ways of coping with adversity, such as positive
reframing (Farley, Galves, Dickinson, & Perez, 2005). Purpose: This research aimed to examine
various ways of coping in response to difficult life situations for Hispanic adults and identify
those that are associated with resilient outcomes. Methods: The present sub-study focused on
difficult life problem narratives from the semi-structured interviews conducted in Dr. Felipe
González Castro’s Corazón projects (Castro, Kellison, Boyd & Kopak, 2010). These projects
were designed to examine how the life events from late adolescence to early adulthood can affect
four adult-stage health-related outcomes: (a) Resilience, (b) Health Motivation, (c) Depression,
and (d) Life Satisfaction, for a diverse sample of (N=104) adult Hispanics. The selected and
theoretically-based quantitative predictors from late adolescence/early adulthood were: (a)
family stressors, (b) willingness for the “Big Move” and (c) “Big Move” stressors. Predictors
from current adulthood were: (a) family stressors, and (b) self-rated problem severity.
Hierarchical regression models were conducted that utilized these quantitative and qualitatively
derived variables. Results: For the main analyses (N=104), significant non-control variables that
operated as predictors of the outcome variable were: avoidant coping behavior (β= -.181, p <
.05) for Resilience, and “Big Move” (leaving the family home during late adolescence)
willingness (to leave the home at late adolescence) (β = .227, p < .05) for Health Motivation.
Only control variables were found to be significant predictors for Depression and for Life
Satisfaction. Planned sub-analyses were also conducted to examine a set of variables of interest
that were only available for a subset of this sample of 104 cases due to a change in project
protocol during data collection which was not included for the drug user project. For this set of
iv

(N=65), significant non-control variables were: high school family stress as a predictor of both
Resilience (β=.287, p < .05) and separately for Life Satisfaction (β=.266, p < .05), and current
adulthood family stress (β=.393, p < .01) for Depression. Conclusion: Avoidant coping behavior
was a strong negative predictor of adulthood resilience, whereas Acceptance & Commitment and
Worthlessness did not show significant associations with resilience. This significant result
suggests that people who use avoidant ways of coping exhibit low levels of resilience, perhaps
because they do not struggle with a stressor in ways that can aid in finding solutions, and in also
developing resilience, the capacity to recover from adversity. Types of family stress experienced
in early adulthood seem to influence resilience, life satisfaction, and depression by way of stress
experienced and motivation to leave the family home.
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Introduction
A need exists to identify the factors from late adolescence and current adulthood that
contribute to resilience among Hispanic adults, as well as identifying factors that contribute to
other important health outcomes. While these factors do occur in other populations,
Southwestern Hispanics can be born into or influenced by the Mexican culture and migration that
raise specific challenges not experienced by non-Hispanics. This research study aimed to identify
and understand in-depth, the ways of adaptive and even resilient coping that members of this
population have developed in order to survive effectively, and even to thrive, despite exposures
to major and chronic stressors and to a difficult life problem. A disproportionate amount of
Hispanics experience lower socioeconomic status (SES), lower access to healthcare and higher
engagement in farm work versus non-Hispanics and thus, put Hispanics at risk for lower positive
health outcomes (Angel, Angel, & Markides, 2002). The relationship of resilience to specific
health outcomes is likely determined by processes and particular ways of coping in which certain
forms of coping are highly adaptive and promote excellent mental health and physical health
outcomes (Gallo, Penedo, Espinosa de los Monteros, & Arguelles, 2009). By contrast, other
forms of coping may promote poor mental and physical health outcomes. Therefore, this present
study conceptualizes resilience as a modifiable personal competency that can be built upon by
enacting more adaptive ways of coping. Regarding these various forms of coping, the present
study identified specific cognitive, affective, behavioral, and evaluative (reflections) components
in the coping process, where some of these would be associated with the most adaptive and
maladaptive health and mental health outcomes.
Thus, based on this overview, the following sections will review the relevant literature to
inform various sections of this study: the research questions that drive the present study, the
theoretical frameworks used to guide the study’s procedures, key constructs that are drawn from
1

these frameworks, hypotheses tested, and a data analysis plan. As the present study consists of a
secondary data analysis there were no participants that were enrolled and interviewed. However,
this thesis will delineate participant characteristics, human subject protection, variables studied,
measures, coding procedures, and data analyses. Finally, the results of the study, conclusions,
limitations and significance will be discussed.
Research Questions
From a life course perspective the core question that drives this study is, “What are the
major predictors of adult resilience, as this involves developmental predictors that are assessed
retrospectively for late adolescence and also presently for current adulthood?” For example, how
do features of a “Big Move” or an individual’s transition from the family home to being “out on
his or her own”, affect the development of resilience in adulthood? In the present study, the “Big
Move” is operationalized as the transition from the family home during late adolescence or early
adulthood. This time point is of interest as the vulnerabilities previously stated can affect
children in their transition to adulthood with higher risk of mental and physical health problems
(Conger, Conger, & Martin, 2010).
Regarding this adjustment to a “Big Move,” and as guided by a stress-coping-resilience
theoretical framework, the major research question is, “What particular forms of coping are
associated with the healthiest, most adaptive mental and physical health outcomes based on a
deep-structure analysis of various ways of coping as observed among a diverse sample of adult
Hispanics?”
Frameworks
The Transactional Model of Stress and Coping
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The major theoretical framework that guides this study is the Stress-Coping paradigm
derived from Lazarus and Folkman and later elaborated by Glanz & Schwartz (2008) as the
Transactional Model of Stress and Coping (Appendix A; Glanz & Schwartz, 2008). A diverse
sample of Hispanic adults was evaluated on their diverse ways of coping with a highly stressful
life problem. This evaluation includes whether and how distal factors (temporal factors
consisting of those experienced earlier in life in relation to current adulthood which was at the
time of the interview). These factors from late adolescence may also exert an effect on specific
health-related outcomes, as assessed via a retrospective self-report obtained later during
adulthood. Within this transactional model, the term “transactional” refers to the interaction
between a person and an external stressor, and how the person deals with (copes) with the
stressor by way of their appraisal, reappraisal, and resulting coping responses and outcomes. This
interactive process results in various adaptive and maladaptive outcomes which can include wellbeing, health status, mental health status, etc.
Appraisal – refers to the person’s initial judgment regarding the “threat value” of a
perceived stressor, along with its influences as a stressful life event which can be positive,
negative, controllable, detrimental to their well-being, or life threatening. Appraisals, in theory,
initiate the coping process by prompting efforts to deal with the severity and risks imposed by a
perceived stressor.
Reappraisal – refers to the process of assessing the availability of coping resources and
options. This activity is different from appraisal, since this process consists of a person’s
assessment of personal resources and capabilities as available to deal with the stressor. Examples
of reappraisal include one’s perceived ability to change, perceived social support that is
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available, and one’s perceived ability to regulate emotions, etc. These are complex interactive
processes, and in the past, assessing this process and its effects has been a challenge.
Coping responses – the process and related actions that involve a person’s activities
(either passive or active) in dealing with a stressor are expressed in the form of coping responses.
These responses are what the person engages in to manage the stressors that result from a
“Difficult Life Event or Problem.” These difficult life problems occurred within 5 years prior to
the interview for this study. There are various forms of coping responses, which include
problem-solving or self-medication and can be considered adaptive or maladaptive, passive or
active, and differ in magnitude and in other features. The manner in which specific coping
responses lead to positive or negative health outcomes serves as a basic indication of their
adaptive or maladaptive characteristics. Coping styles can be looked at as stable dispositional
characteristics that reflect throughout different experiences with stress. In this study, coping
responses are recognized as predictors of resilience as they act upon the effects of stress. To a
degree, however, some positive coping styles such as information seeking can have maladaptive
consequences in one area of life but contribute to an adaptive outcome.
Coping Outcomes refer to events later in time that reflect the person’s adaptions to the
stressor as a result of this stagewise process of appraisal, reappraisal and coping responses. These
outcomes can include an individual’s well-being, functional status, and health behaviors.
However, to investigate this model altogether the study used an Integrative Mixed Methods
(IMM) design in order to capture the rich detail of the stress-coping experience.
Integrative Mixed Methods Methodology
The other framework that drove the methodology for this study is the IMM methodology
which was utilized in the parent study from which these interviews were conducted in the
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Corazón Projects (Castro et al., 2010). This methodology offers the strength of quantitative
analysis combined with the deep-structure contextual analysis of the qualitative data that
examines this complex stress-coping process from the perspective of analyzing cognitive,
affective, behavioral and reflective components of the process of coping with a difficult life
problem.
Key Constructs
Key constructs or variables in this study are: stress, coping and resilience, as well as other
health outcomes as were examined in a diverse sample of Hispanic adults. Other key constructs
or variables include: health motivation, depression, and life satisfaction, which in this study will
be modeled as outcome variables. In initial correlational analyses of these variables for the
current sample of participants, the scales of Life Satisfaction and Health Motivation are
positively correlated at a significant level, and these are also significantly and negatively
correlated with the Center for Epidemiological Studies Depression Scale (CES-D). Thus, these
are useful outcome variables for use in predictive models of the multiple types of stressors and
coping variables, as associated with positive (adaptive) and negative (maladaptive) health
outcomes. In this study, higher scores on Health Motivation and Life Satisfaction were utilized
as indicators of adaptive adult adjustment and as informed by the theoretical frameworks that
guide this study. By contrast, Depression is an outcome measure that was used as an indicator of
maladaptive coping outcomes. Lastly, the “Big Move” willingness variable is of interest as an
indicator of the individual’s self-reported preparedness and motivation to “venture into the
world,” as experienced during their transition into adulthood.

5

Review of Literature
The major focus of this study involves the analysis of stress experienced by Hispanics in
adulthood, and their coping responses, as these may have developed based on an exposure earlier
in life to stressful familial conditions. In order to promote Hispanic health and eliminate
Hispanic health disparities, one must understand the relationships that exist in the natural
environment involving stress, coping, and resilience. Stress can have the effect of aggravating an
illness via its physiological effects and as an indirect effect by way of maladaptive health
behaviors such as not exercising or non-adherence to treatment plans can also aggravate illness.
In this regard, coping involves strategies used to manage a problem and to regulate one’s
reactions to stress (Glanz & Schwartz, 2008). Finally, resilience is a phenomenon that operates
through various channels, as described later, to produce positive outcomes, despite a person’s
exposure to various risk factors and to adversity (Masten, 2001).
The present study aimed to apply and examine this model of stress and coping, as
expanded into a stress-coping-resilience model. This research can contribute to the current
literature given the sparse knowledge of these effects among adult Hispanics, particularly the
research regarding the stress-coping process as associated with resilience. Hispanics are exposed
to different familial systems and values from which they are influenced as well as being exposed
to different problems not encountered by non-Hispanics. These problems include traveling issues
across the Mexican border especially when the individual is not a United States citizen or his/her
family members are not citizens. Many Hispanic cultures believe in containing problems “in the
family” or having only the individual’s family attend to the problem with no help from external
sources (Gallo et al., 2009). This review of literature presents an overview of scientific
knowledge regarding stress, coping and resilience, and also a look at the effects of these factors
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in the transition from late adolescence to adulthood. This period has been found to be a
significant developmental point for many emerging adults in terms of personal development
from being adolescents with more limited coping skills, to becoming adults that have developed
better coping skills and seemingly greater resilience (Masten, Burt, Riosman, Obaradovic, Long,
& Tellegen 2004). In the present study, one of the areas of interest is this time period and how it
is linked to the types of stressors experienced, and the coping responses expressed. Thus an
expanded “stress-coping-resilience model” was used as a framework that guided the data
analysis plans, within the context of examining the transitional period from late adolescence to
later adulthood.
Neurophysiological aspects of the stress response
The field of stress research was pioneered by biological and psychophysiological
scientists and now includes contributions by scientists from other disciplines (Glanz & Schwartz,
2008). Stress can be examined from the psychosocial, neural, genetic and epigenetic levels, as
the technology to examine stress from new perspectives advances (Feder, Nestler, & Charney,
2009). The biological basis of the stress response originated in fundamental knowledge of the
mechanisms involved in the “flight-or-fight response” (Glanz & Schwartz, 2008). This response
is regulated by the human body’s hypothalamus-pituitary-adrenal (HPA) axis. When an
individual is confronted with a stressor, corticotrophin-releasing hormone (CRH) is released by
the hypothalamus, which activates the HPA axis and promotes the release of the stress hormone,
cortisol. While the acute effects of cortisol can be beneficial to an organism, chronic exposure
can produce compromised immune system function as well as hypertension (Feder et al., 2009).
The stress response proper, as also linked to organic injury and disease was first described by
Hans Selye with what he called the General Adaptation Syndrome (GAS) (Selye, 1946). This
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three-stage syndrome involves an organism’s stress response which includes a three-stage
process of: alarm reaction, resistance, and exhaustion. When this process is not ameliorated by
effective coping responses, one negative outcome can be compromised mental and/or physical
health (Glanz & Schwartz, 2008). On a physiological level, resilience and related positive health
outcomes is associated with the body’s ability to adapt in its physiological responses to stress,
with as indicated specifically by rising cortisol levels and immunosuppression (Feder et al.,
2009). The classic studies by McEwen on allostatic load have shown that chronic exposure to
stress can result in a dysregulation of cortisol responses. However, beyond the body’s
physiological responses that are consistent with resilience, resilience as a whole is multifaceted
phenomenon that consists of more than physiological or biological outcomes.
Concepts of resilience
Resilience is regarded as the ability to “bounce back” or to recover effectively from
events that produce stress (Glanz & Schwartz, 2008). Our stress-coping process research seeks to
identify patterns of such “bouncing back” as assessed in terms of thoughts, feelings and
behaviors. And, these are to be contrasted with other patterns that are not associated with this
adaptive recovery. Consistent with this perspective, resilience involves an individual’s ability to
adapt to acute or chronic stress by responding in ways that promote positive outcomes. The study
of this phenomenon began in the 1970s with researchers looking at a group of Hawaiian children
(Feder et al., 2009) that were faced with high levels of adversity (Masten et al., 2004). Childhood
resilience, which has been studied extensively as a result of this study, is said to remain stable
into late adolescence and perhaps into early adulthood. Masten (2001) states that resilience,
rather than being an extraordinary function only some individuals possess, is a normal function
of human adaptive systems. It is thought that if these adaptive systems are robust then when an
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individual is faced with severe adversity, the individual will be able to emerge with positive
outcomes which include lower depression, high life satisfaction and high well-being.
In order for resilience to be assessed, a person should be faced with a risk condition or a
stressor that prompts the need to cope with that stressor. Risks conditions or risk factors can
include low SES, divorce, death in the family and major or chronic illness. Resources against
these various risks can include emotional regulation or positive social support. Researchers
studying children regularly assess a child’s resilience based on their meeting academic and
cultural expectations. This however does not fully assess the total scope of an individual’s
resilience, especially in adults. Researchers also look at internal criteria such as well-being and
low levels of distress which are more relevant to the prevention of substance abuse or
psychopathology (Glanz & Schwartz, 2008).
As a result of coping with challenging or stressful live events, the opportunity also
emerges for personal growth and the acquisition of “life lessons” as a result of encountering
stressors. Research on resilience is now focusing on the different adaptive processes expressed
by diverse individuals under various life conditions. More work is needed and is being done to
ascertain how resilience develops, how resilience operates under various conditions, and how
resilience can be nurtured and protected (Masten, 2001). However, this work has focused more
on promoting resilience among children. Interventions aimed at enhancing resilience in adults by
way of classes on coping strategies have started to develop (Steinhardt & Dolbier, 2008). With
this study, it is the aim that these interventions could be developed for Hispanics in order to
bolster resilience in a culturally sensitive way. The study of resilience among Hispanics also
involves an analysis of the role of cultural factors. However, there exists a lack of agreement in
the literature as to which factors may constitute cultural factors that contribute to resilience
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(Gallo et al., 2009). Accordingly, the present study seeks to contribute to the field by
disaggregating the resilience process into its components, and to examine aspects of resilience
among Hispanic adults. This new knowledge can inform new resilience-enhancing interventions
that aim to improve the quality of life and to reduce or eliminate health disparities.
Masten et al. (2004) have asserted that early adulthood is the time period when the life
course can change, for better or worse. These researchers conducted a longitudinal study that
followed a school cohort for over 20 years, from elementary school to adulthood, which whereby
the age of members of this cohort was in the low to mid-twenties. One major finding of this
study was that the transition from late adolescence into adulthood could be regarded as a
“turning point” for an individual. However there are few studies that investigate both resilience
and this transition period from late adolescence to adulthood. Participants who were doing well
before the transition period showed stability after the fact. More importantly, some of the
participants that exhibited maladaptive behavioral patterns prior to this transition began to
exhibit adaptive functioning during young adulthood. Masten attributes this to planful
competence, which encompasses different adaptive skills such as realistic goal setting, selfconfidence, and self-control. It has been suggested that skills such as these help the individual to
make positive choices in order to achieve better outcomes in education, employment and
interpersonal relationships. The present study’s measure of “Big Move” willingness/motivation
may reflect these types of self-directed and focused traits.
Considerations of the transition from late adolescence to adulthood
In a longitudinal study conducted by Clausen (1991), children from lower SES
transitioned to a higher SES later in life if they exhibited planful competence. This
planfulness/future motivation was scored high by clinical raters if the participants showed efforts
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that involved striving to achieve a high standard of success and being concerned about what type
of person he/she will become. Measures were available in the dataset that assessed adaptive
attributes such as goal setting, intellectual investment, capacity, self-confidence and self-control.
These investigators thus proposed the concept of “emergent resilience” in which the positive
adaptive resources in late adolescence facilitated the transition into adulthood, with the
occurrence of resilient outcomes even though they may have emerged at earlier stages of life.
This positive adaptation is consisted of planfulness, achievement motivation, and a future
orientation. The participants were from Berkeley, CA and had been followed from the time of
the Great Depression. Overall, it was seen that lower SES participants had lower planful
competence on average. However, it seems that the transition from late adolescence to adulthood
presents the opportunity for an individual, whether experiencing an adaptive or maladaptive
background, to maintain positive adaptation or to make positive changes by enacting changes
that can create a better future (Masten et al., 2004). What the Clausen study did not examine is
this stress-coping and resilience process as may be enacted by Hispanics.
Given that many Hispanics have a history of being a vulnerable population, Hispanic
parents may communicate different expectations to their children, as compared to those imposed
by White American or African American parents especially in traditional families and in regards
to gender (Pidcock, Fischer & Munsch, 2001). In more traditional Hispanic homes, parents
habitually raise their children to adopt strong gender roles and to use a more cooperative way of
interacting socially rather than the more non-Hispanic competitive manner. In one study of
Puerto Rican women living in the United States, there was an inverse relationship between sexrole traditionalism and educational attainment, which meant a higher score in sex-role
traditionalism was related to lower educational attainment (Negy & Woods, 1992). In regards to
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Masten et al. (2004)assertion of emergent resilience, there have been several studies looking at
this concept and “subsequent” resilience in which resilience is exhibited after a stressful event
has been experienced (Seery, Holman, & Cohen Silver, 2010). This overview of the stresscoping-resilience literature provided the historical, factual and theoretical background that led to
the development of the following five hypotheses.
Hypotheses
The following five hypotheses examine the developmental influences of difficult life conditions
that occurred during late adolescence and current adulthood on resilience and other health-related
outcomes during current adulthood.
H1 – High levels of family stressors that occurred in late adolescence (the high school years)
will be associated with lower levels of resilience, lower life satisfaction, higher depression, and
lower health motivation in current adulthood.
As mentioned previously, stressors can function as “life lessons” with difficulties
experienced during the transition being of special interest to this study. Seery et al. (2010)
postulate the idea of “subsequent” resilience. This type of resilience results from encountering
stress and subsequent functioning as an “inoculation” to future adversity. However, a high
amount of stress is also seen as detrimental to resilience and well-being.
H2 – For a diverse group of individuals, regarding the “Big Move,” which occurred during the
participant’s late adolescent years, a lower motivation/willingness to leave home will be
associated with lower resilience, lower life satisfaction, higher depression, and lower health
motivation.

12

The transition from late adolescence to early adulthood can be a “turning point” in a
person’s life when related to resilience (Masten et al., 2004). Facing this transition period with
low motivation/willingness was predicted to lead to lower positive outcomes in later adulthood.
H3 – A higher intensity of how bothersome “Big Move” stressors were to the participant, as
these occurred during the late adolescence years, will be associated in adulthood with lower
resilience, lower life satisfaction, higher depression and lower health motivation.
Some of these stressors include feeling discriminated and being unprepared for a new
environment.
H4 – Higher intensity how bothersome stressors were during the current adulthood years will
be associated in adulthood with lower resilience, lower life satisfaction, higher depression and
lower health motivation.
H5 – Negative ways of coping, which were qualitatively derived, during current adulthood, will
be associated with lower resilience, lower life satisfaction, higher depression and lower health
motivation.
Negative ways of coping are operationalized as maladaptive behaviors that typically lead
to negative outcomes. Maladaptive ways of coping include negative expectations for the stressful
problem’s outcome, avoidance, and denial (Glanz and Schwartz, 2008).

13

Methods
Participants
The study examined qualitative and quantitative data from 104 adult Hispanic
participants. Based on a purposive sampling plan which was used to identify criterion groups, the
study groups are expected to differ on their mean levels of resilience. Table 2 displays the
several demographics of the study sample. This study includes cases of: Hispanic leaders (n=
32), Hispanics community residents (n= 35), and Hispanic drug users (n= 37). The number of
women (n=31) and men (n=73) are unequal as the drug user group only contained men. The
mean age was 41.6 years, ranging from 18 to 79 with a standard deviation of 15.1 years.
This strategy of purposive sampling was conducted to identify criterion groups that were
expected to differ by levels of resilience for which sampling was successful demonstrated by
differing means for resilience. In summary, the leaders were identified by being nominated by
other leaders and as exhibiting remarkable capacities as resilient leaders. Individuals were
purposively selected to include a diverse sample of leaders that were from several disciplines
including CEOs, legislators, professors, business persons, etc. Community residents were
sampled from the local community in Phoenix, and were matched with the leaders by age and
gender, but who were not involved in a leadership role. Drug users were formerly incarcerated
individuals from the Corazón drug rehabilitation facility in Phoenix in which they were given a
lesser sentence by agreeing to go through drug rehabilitation. The drug users then could
voluntarily agree to participate in the Corazón project.
Power analyses were conducted based on the available sample using GPower (Erdfelder,
Faul, & Buchner, 1996). Assuming an alpha level of α= .05 significance level, and for N=104
cases, for a regression analysis model that has eight predictors, and assuming a medium effect
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size of f2=.15 for practicality, the main analyses had .78 power to detect this medium sized
effect.
Subanalyses
Subanalyses were conducted that utilized only the cases of the leaders and community
residents, that consisted of N=65 cases. The parent study’s instruments evolved after the drug
user’s group and did not include the Hispanic Stress Inventory (HSI) family stressor sections.
For this subset of cases, a regression model having six predictors had a .70 power to detect this
effect. Thus, under these model testing conditions, our models approximated the prescribed
power of .80 that is considered adequate for detecting effects under study, when present.
Human Subject Protection
No new human subjects were recruited, as this was a secondary data analysis. This study
was granted exemption from Full Review by the University of Texas at El Paso (UTEP)
Institutional Review Board (IRB).
Some of the users of illegal drugs who were clients in the Corazón Treatment Center had
a history of being incarcerated. Among these, clients/participants recently released were referred
by the courts or their probation officer to the Corazón Treatment site as one condition of their
probation. In all cases, they participated voluntarily in treatment and also in this Corazón
Projects research study. They freely provided their Informed Consent. For the duration of this
four year study, the Corazón Projects study received original IRB approval and continuation
approvals from the Arizona State University Committee for the Protection of Human Subjects.
Upon completion, this study received IRB approval for conducting ongoing secondary data
analyses. This was also received at the same time for other datasets completed from the Castro
Lab.
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The names and contact information for these participants from these two Corazón
Projects datasets either no longer exist or are securely archived. These data are housed in a
locked file cabinet at a location separate from the data itself to protect participants from any
association of their responses to personally identifying information. The audio-recorded
information has a different Tape ID number that cannot be linked to the participant ID except via
access to the master participant list of protocol ID and Tape ID. These tapes are stored in locked
cabinet at a location within a separate locked room, away from the research protocols. The
original tapes were retained both for conversion into digital format to aid in transcription. Also,
these audio-recorded files were retained for the coding that is to be conducted to generate the
“thematic categories” of stressors and coping responses that are central to this line of research.
Sometime after the conversion of tapes to digital files the original cassette tapes will be
destroyed. The converted digital recordings are archived in password protected computers within
the Castro Lab and within the UTEP Department of Psychology’s server computer.
Independent Variables
The quantitative predictors from late adolescence/early adulthood are: (a) family stressors
(only for the leaders and community residents due to the HSI being added to the interview after
the drug user project was complete), (b) motivation and willingness for the “Big Move” (total
sample) and (c) “Big Move” stressors (total sample). The “Big Move” is defined as a person’s
transition from the family home to being “out on his/her own.” Predictors from current adulthood
which will be assessed are: (a) family stressors (only for leaders and community residents) and
(b) problem severity (total sample). The qualitative analyses generated types of coping
responses. Based on the theory drive analysis presented previously, the action of Avoidant
coping behavior, the cognitive component of Acceptance & Commitment, and the affective
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component of Worthlessness were chosen as variables to be entered into the regression models.
This decision was made due to these thematic variables occurring for more than twenty percent
of cases in the sample. These variables were qualitatively derived by the coding process outlined
later in the paper.
Dependent Variables
The study focused on the Life Journey Interview and one of its subsections, the Platica
“Difficult Life Problem” narrative. For the total sample, current adulthood variables were
assessed four adult-stage health-related outcomes: (a) Resilience, (b) Health Motivation, (c)
Depression, and (d) Life Satisfaction.
Controls
Control variables in these models are gender and drug-user status due to females not
being in the drug user group as there were no females at the Corazón facility; also these were
fundamental design features that needed to be incorporated into the formal analyses.
Measures
The present study consisted of a secondary data analysis of data from Dr. Felipe
González Castro’s Corazón Projects. The quantitative data was collected from the, “Your Life
Journey”, a three-hour structured interview conducted in English or in Spanish. Regarding the
section that is relevant for the present study, the life trajectory section asked questions about four
milestones in the participant’s life: (a) elementary school, (b) middle school, (c) high school, and
(d) current adulthood. These interviews were conducted by trained research assistants in homes,
offices, recreation centers, and the Corazón rehabilitation facility. The high school and current
adulthood milestones serve as the focus of the present study. The predictors from the high school
(late adolescence) time period examined were: (a) “Big Move” motivation and willingness to
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move away from the family for the main analyses, and (b) “Big Move” Sources of Stress
(Appendix B) which is an previously unpublished scale and (c) HSI family stressors section for
the leaders and residents subanalyses (Appendix C) (Cervantes, Padilla, & Salgado de Snyder,
1991). Predictors from the current adulthood time period that were: (a) problem severity for the
main analyses and (b) HSI family stressors for the leaders and residents subanalyses (Appendix
D). The health-outcome variables are also drawn from the, “Your Life Journey” structured
interview which included the Connor-Davidson Resilience scale (Connor & Davidson, 2003)
(Appendix E), a Health Motivation scale (items 1, 3, 4, and 5 in Appendix F) (Castro, Newcomb,
& Cadish, 1987), the first eleven items of the CES-D (Radloff, 1977) (Appendix G), and a Life
Satisfaction scale (Castro et al., 1987) (Appendix H). These scales serve as the major outcome
variables for the proposed multiple regression model analyses. Table 1 presents the key variables
and their psychometric properties, namely: the scale or item, number of items, alpha value,
minimum and maximum values, mean, standard deviation, skew and kurtosis. For scales with the
option “0 = Did not occur”, zeroes were recoded to one with the option “1 = Not at all”. Score
means were used in analyses with the score being summed and then divided by the number of
items in the scale.
From the Platica interview, qualitative text narrative data were drawn from the “A
Difficult Life Problem” section (Appendix I). The “Difficult Life Problem” section asked the
participant to describe a difficult life event which the person experienced within the past five
years. Using a Stress-Coping-Resilience paradigm, components of this stressful life experience
consist of cognitive, affective, and behavioral aspects of the participant’s coping responses.
Several participant demographics were assessed which are outlined in Appendix J.
Procedure
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Using the IMM methodology, a three-stage analysis consisted of: (a) stressors, (b) coping
responses, and (c) their integrative analysis based on the transactional stress-coping model
(Glanz & Schwartz, 2008). In Stage 1, coders identified “response codes” that were generated
from these “Platica” case narratives. These response codes constitute specific answers to each of
the focus questions that elicited response to regarding the cognitive (thoughts), affective
(feelings), and behavioral (actions) taken by the participant in efforts to cope with the difficult
life problem. In stage 2, these response codes were “bundled” into coherent thematic categories
during a thematic analysis of these response codes. As noted, across cases, common response
codes were subsumed into thematic categories. Twelve of these thematic categories were drawn
from theory as “top down” established ways of coping, whereas a small number of new ways of
coping were “discovered” when identified as newly emergent thematic categories that are drawn
from an inductive “bottom up” analysis of these same response codes, as subsumed under a
discovered thematic category, i.e., a newly generated way of coping. Then, in stage 3, these
categories were converted to numeric thematic variables using the coding procedure described as
“scale coding,” (See Castro et al., 2010).
Stage 1, the identification of the response codes, the clear answers to the specific
Platica’s focus questions, involved two independent coders that coded these narratives into
response codes. The response codes generated by these two independent coders were then
examined and reconciled in a Roundtable #1 analysis, as supervised by a third research
investigator who served as a coordinator. This Roundtable analysis generates an optimal
response code solution, a consensual agreement that consists of the response codes that received
complete agreement from the two independent raters. Stage 2 included the same two independent
coders who organized these response codes into thematic categories. These categories are of two
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types: (a) those introduced by stress-coping theory (top down) and (b) those discovered/emergent
(bottom up) from an inductive identification of response codes examined across all cases, which
have a common meaning, i.e., they constitute a theme about coping. Then a Roundtable #2
discussion was conducted to again identify an optimal solution for these thematic categories, thus
identifying the thematic category solution for which there exists high agreement from both
independent coders. Finally, in Stage 3, these response categories were converted into numeric
form via “scale coding,” which involved one of two forms: (a) frequency of response, or (b)
intensity of response. Within the present study, the intensity of response form of "scale coding"
was utilized. Thus across all cases, and for each response code as subsumed within a specific
thematic category, each of two independent coders encoded its intensity of response using the
dimension of: (0)= not mentioned, (1)= a tangential mention, (2)= a solid mention, and (3)= an
emphatic mention. Finally, in this third stage, within Roundtable #3, the two coders, in
consultation with the supervising research investigator, reconciled differences in coding via
consensus, to generate the final optimal solution in numeric form. These values were entered into
the existing quantitative date file of variables generated from the quantitative structured survey.
At the end of this three-stage process, a set of thematic variables were generated as these
were numeric in form and encoded specific features of clinical narrative responses, i.e., stressors
and coping responses. In this converted numeric form, these discovered thematic variables were
entered into integrative quantitative data analyses that incorporated two types of predictor
variables: (a) (the quantitative) pre-existing numeric scales, and (b) (the qualitatively derived)
discovered numeric thematic variables. This methodology thus examined the effects of both the
pre-existing variables (quantitative scale scores), and of these discovered thematic variables
(qualitatively-derived text narrative scores), both of which were then utilized as predictors of
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targeted health-related outcomes. The discovery of new variables that are generated reliably from
clinical text narratives provides “value added” and “discovered” information about a clinical
phenomenon, information that would otherwise remain dormant if only using the pre-existing
quantitative scales. Based on 20% of the cases containing a response in a category three
qualitative variables were chosen to be in the regression models: Worthlessness, Acceptance &
Commitment, and Avoidance. This is a heuristic criterion that was developed after a decade of
empirical work with the mixed methods methodology.
Data Analyses
The specific hierarchical regression models that incorporates this total set of qualitative
and quantitative variables as stated above consists of general model below, which is modified as
specific to a given data analysis. That general model is:
ŷ= c1…p x1…p + b2…q x2...q + b3…r x3…r + b4…s x4...s + C + ei , where:
Health Outcome (ŷ)

= c * (p covariates) +

b * (q early life predictors) +
b * (r current life predictors) +
b * (s qualitative predictors) +
C * (the regression model constant) +
error.
For the main analyses, a four-step hierarchical regression model identified significant
predictors for Resilience, Life Satisfaction, Depression and Health Motivation. In these models, a
total of 104 cases met all the entry criteria. These models were conducted in the following
manner: Step 1: Controls for Gender and Drug User status (current adulthood), Step 2: “Big
Move” Willingness and Sources of Stress (late adolescence), Step 3: Problem Severity in current
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adulthood and Step 4: qualitatively derived data transformed to quantitative thematic variables:
Worthlessness, Avoidance, and Acceptance and Commitment (current adulthood).
For the subanalyses, which only contained the Hispanic leaders and residents, a four-step
hierarchical regression model identified significant predictors for Resilience, Life Satisfaction,
Depression and Health Motivation. In these models, a total of 65 cases met all the entry criteria.
These models were conducted in the following manner: Step 1: Control for Gender, Step 2:
family stressors during high school, Step 3: family stressors during current adulthood, and Step
4: qualitatively derived data transformed to quantitative thematic variables: Worthlessness,
Avoidance, and Acceptance and Commitment.
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Results
For the binomial variables, drug-user was coded 1=Non-drug user and 2=Drug User
while gender was coded 1=Male and 2=Female. Participant characteristics are located in Table 3
with means and standard deviations for each of the study’s key variables. Zero-order correlations
for the main analyses are located in Table 4. For the main analyses, the final model for
Resilience (Table 5) was: F(8, 95) = 5.097, p < .001; adjusted R2 = .241. Significant predictors
in this model were Gender (β=.275, p < .001) and Avoidant coping behavior (β=-.181, p < .01).
For Health Motivation (Table 5), the final model was F(8, 95) = 3.559, p = .001; adjusted R2 =
.166 with significant predictors of Drug User (β = -.326, p < .01) and “Big Move” Willingness
(β=.227, p < .05). The final model for Depression (Table 6) was F(8, 95) = 8.68, p < .001;
adjusted R2 = .374 with Drug User (β=.603, p < .001) the only significant predictor. Lastly, the
final model for Life Satisfaction (Table 6) was F(8, 95) = 5.07, p < .001; adjusted R2 = .240 with
Drug User (β=.603, p < .01) again the only significant predictor.
For the subanalyses, zero-order correlations are located in Table 7. The final model for
Resilience (Table 8) was F(6, 58) = 4.429, p = .001; adjusted R2 = .243 with significant
variables of Gender (β=.412, p < .01) and High School Family Stress (β=.287, p < .05). For the
final model of Depression (Table 9) (F(6, 58) = 2.459, p = .035; adjusted R2 =-.120), Current
Adulthood Family Stress (β=.393, p < .01) was significant. Both final models for Health
Motivation (Table 8) (F(6, 58) = .461, p = .834; adjusted R2 =-.053) and Life Satisfaction (Table
9) (F(6, 58) = 1.244, p = .298; adjusted R2 =-.022) were nonsignificant and contained no
significant predictors.
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Discussion
Different components of the five tested hypotheses were supported by the results.
However, for H1 regarding levels of family stress during late adolescence, as a factor that affects
resilience in adulthood, this prediction was in the direction opposite of that hypothesized, the
results suggest a positive relationship between high school family stress and later adulthood
resilience. In the study Seery et al. (2010) conducted, they proposed a U-shaped quadratic
relationship between stress and resilience, meaning very low levels and very high levels of stress
intensity (how bothersome) led to the least resilient outcomes. However the mean for our sample
was 1.88 could not fully capture a broad range of scores therefore a linear model was utilized.
These results may mean that since participants were exposed to some stress in early life and
survived into adulthood, that growth of resilience was experienced. Individuals that did not have
a sizable amount of stress or experienced very high levels of stress may not know how to recover
from due to never being through stress or never seeing an end to stressful life events.
H2 was supported in terms of the presence of a positive relationship between “Big Move”
Willingness during adolescence or early adulthood, and Health Motivation in later adulthood.
This suggests that a sense of self-direction and self-motivation as present in late adolescence may
be manifest in later adulthood when in the form of self-care motivation.
The third hypothesis regarding “Big Move” stressors was not associated with any
outcome, although it was correlated with current adulthood ratings of Problem Severity. This
relationship may suggest that participants are experiencing the same levels of stress for both late
adolescence and current adulthood. Conversely, participants may be consistent across life stages,
regarding the manner in which they view stress even after the passage of several years.
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It is noteworthy that regarding the stress encountered during late adulthood, the Problem
Severity rating for the recent difficult life problem was nonsignificant in each of the models. This
suggests that the magnitude of the difficult life event as assessed by problem severity was not
related to positive health outcomes (resilience, life satisfaction, and health motivation) or to a
negative health outcome (depression). By contrast, family stress as reported for current
adulthood was a positive predictor of Depression, which intuitively would be expected as a
greater intensity of stress currently experienced should be associated with an increase in
depressive symptoms also experienced.
Lastly, the Avoidant coping behavior variable which was qualitatively derived from the
Platica narratives, was shown to be negatively associated with the final model of Resilience. The
other qualitatively derived variables of Acceptance & Commitment and Worthlessness were not
significant in the final model. For the Avoidance thematic variable, cases scoring lowest in
Resilience expressed the following coping responses: (a) “I wasn’t thinking; I was just high and
that was it,” and (b) “ I started blocking off emotional things, old friends, isolating myself.”
These responses consisted of avoiding people or situations that the participant perceived to be
causing stress. Accordingly, this type of passive behavior was reflected throughout the coping
process in thoughts, other actions and affect. For example, a 40 year old Mexican male with a
mean Resilience score of 2.48, a low score, felt like losing his job and other family stress were
acting as a force that went beyond his control. In response, he began to desensitize himself to the
world and told himself to become “stoic”. Desensitization came in the form of the “blocking off”
of emotions as mentioned above. Inaction and “closing into” oneself appear to be more specific
core aspects of this form of avoidant behavior.
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The control variables of Gender and Drug Use were found to be associated with health
outcomes for the main analyses and subanalyses. For Resilience, Gender was highly correlated
with women having higher Resilience scores than men in the main analyses and subanalyses.
While Gender was used as a control variable due to the drug users group only containing men
and for gender effect in the subanalyses, it is an interesting finding that may warrant more
research. This could be due, however, to the small sample size or the group of female
participants exhibiting more resilience than the males. Also, being a Drug User was a significant
predictor for Health Motivation, Depression, and Life Satisfaction in their respective final
models. Although the Drug User variable was used in the main analyses as a control variable,
given the purposive sampling for this composite study sample, on a substantive level, it is also
likely that for drug dependent participants, who have lost almost everything to the abuse of
illegal drugs, that being addicted to drugs would be associated with having remarkable
depressive symptoms, low life satisfaction, and low health motivation. The direction of these
relationships suggests that drug users exhibit less concern with their own health, and therefore
may lack self-motivation in general to actively pursue positive health outcomes. It may also
suggest that since Depression and Life Satisfaction are negatively correlated, these relationships
with drug use are to be expected.
Research Limitations
Despite the several findings previously stated, there were limitations to the procedures
and other aspects of the study. The coding of the Coping and Stressor narratives is a complex and
time consuming task, although as conducted using the noted “roundtables” that involve the two
independent coders and the research coordinator, this process of review introduces careful
oversight and re-analysis into the coding process, thus contributing to rigor and thoroughness to
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this systematic coding process. A conservative approach was chosen for the final coding
solutions that involve “exact matches” (instances of 100% inter-rater reliability) in the response
codes, as these were identified as the codes that were ultimately “entered into evidence” as the
final set of response codes accepted as final codes within the optimal solution. That is, certain
codes that were included into the Roundtable discussion by one of the independent coders, but
not the other, would not be entered into the finalized optimal solution. This approach emphasizes
maximal rigor in qualitative analysis and the coding of these qualitative responses, but may also
provide more limited categories relative to a less constrained procedure.
Also, there is the possible critique that these retrospective data may be contaminated or
biased by time effects and by inaccurate memory or recall. To address this critique, in these
Corazón Projects, during the data gathering stage a focused inductive procedure was utilized
involving memory induction. This approach help participants orient to prior life events occurring
at a targeted life milestone, e.g., during the high school years, and using a focused cognitive
interviewing approach aimed to increase the reliability of recall and reporting of events from that
prior period in the participant’s life. Also, and while not included within this research report, the
Corazón study gathered data on levels of memory and cognitive complexity, which can be used
to address issues of distortion in the recall of prior events.
The present study was cross-sectional in design rather than longitudinal, as the data were
gathered at only one point in time. This clearly limits the capacity for examining temporal
effects. Nonetheless, certain life events were elicited retrospectively with a focus in life events as
these occurred during a focused life milestones, e.g., in high school, using a careful process of
interviewing that is mentioned above, thus introducing an implicit longitudinal feature to this
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study design. And much of the retrospective issues were asked about more concrete factual
content that is less subject to memory distortion that is affective content.
The subanalyses that examined family stressors did not include the drugs users as noted
due to its inclusion in the follow-up study of leaders and community residents. When this thesis
was first formulated it was assumed that the family stressor data included all the purposively
selected groups. As it was, the instrument was changed over the course of many years and the
family stressor variable was not in the structured interview for the drug users and was later added
to the leader and resident study protocol. This variable was still important to investigate for
future research. Consequently, the analysis was conducted using solely the leader and
community residents groups for which this family stressors data is available.
Significance and Conclusions
The results of this study provide an innovative and deeper level of analysis and
understanding regarding the process of stress and coping among a diverse group of Hispanics.
This knowledge informs the development of health and resilience enhancing interventions for
Hispanic communities. Not only did this study wish to address coping, stress, and resilience in
using the IMM, another aim of this study was to look at a group of diverse Hispanics which is a
population that is often overlooked in research. While this study’s inclusion of participants is
based on the individuals identifying as being Hispanic does not necessarily make it a weakness.
The sample has a gradient of levels of acculturation, which identified variations among
Hispanics who differ in their involvement in the US culture and therein constitutes the diversity
in this sample. Whereas comparisons with European Americans can be useful, and could have
been done however with only non-Hispanic drug users, many Hispanic and other minority
scholars have roundly criticized the forced two group comparisons that drive old-fashioned
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cross-cultural psychology and related studies that forced comparisons of “minority” groups
against a normative European American group. Research on Hispanics, in their own right,
without forcing this old-style and simplistic research design on the Hispanic or other minority
group can be done. Stress affects everyone (Feder et al., 2009) but the processes involved in
individuals’ coping styles vary in many ways. It is also known that stress does not affect people
in the same manner, and even more so when looking at different ethnicities (Gallo et al., 2009).
Understanding differences and within-group variation in how various ethnic groups are
affected by and cope with adversity calls for a deeper understanding of processes that produce
these differences, since little research has examined these processes nor examined cultural
moderators of stress (Barrera, Hageman, & Gonzales, 2004). These stressors include the
contextual factors of acculturative stress, lower levels of education and employment
opportunities, and lower SES. Coping mechanisms that were uttered during these interviews
were rich and complex with the Avoidant behavior particularly resonate for the leaders,
community residents, and drug users. Hispanics and Latinos now represent 16.7% of the
population in the United States (United States Census Bureau, 2011), with predicted growth to
reach 30% by 2050. Currently, there only exists anecdotal evidence that some Hispanics and
other members of disadvantaged and vulnerable populations have developed remarkable ways of
coping with adversity. Many of these individuals have found ways to survive despite exposure to
major obstacles. This is where a deep-structure analysis of stress and coping in a diverse sample
of Hispanic adults can aid in identifying and explaining how specific coping patterns are
associated with resilient outcomes (Gallo et al., 2009).
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Appendix A: Transactional Model of Stress and Coping (Glanz & Schwartz, 2008 pg. 216)
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Appendix B: Sources of Distress After the “Big Move”
Regarding this first “Big Move” (relocation), how stressful were the life events (migration
stressors) that may have occurred in your relocation to this new community or country?
Note: If the event did not occur, code “0” only. If the event occurred, then code the stress value
of that event from 1 to 5.
________________________________________

Sources of Stress
(Stressors)
________________________________________

Stressfulness - How Bothersome?
_____________________________________
Did
Not A
Some- Very ExtreNot
at
Bit what Much mely
Occur All
_____________________________________

1. Being unprepared to survive in the new
community or environment.

0

1

2

3

4

5

2. Feeling discriminated against.

0

1

2

3

4

5

3. Being unable to speak the language or
to communicate well with others.

0

1

2

3

4

5

4. Missing the love and social support from your
family or parents.

0

1

2

3

4

5

5. Being afraid of crime or violence against you.

0

1

2

3

4

5

6. Having little money or resources.

0

1

2

3

4

5

7. Having conflicts with family or friends.

0

1

2

3

4

5

8. Missing family or friends from home.

0

1

2

3

4

5

9. Lacking access to familiar things from your
community.

0

1

2

3

4

5

10. Worrying about your family at home.

0

1

2

3

4

5

11. Feeling all alone, with no close friends.

0

1

2

3

4

5

12. Feeling depressed and sad.

0

1

2

3

4

5

13. Other _______________________________

0

1

2

3

4

5
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Appendix C: HSI Items - High School Years
Note: Please answer these items for how this was at that time. If the event did not occur, code
“0” only. If the event occurred, then code the stress level of that event from 1 to 5.
________________________________________

Stressfulness - How Bothersome?
_________________________________________
Did
Not
A
Moder- Very ExtreNot
at Little
ately
mely
Occur All
_______________________________________

Sources of Stress
(Stressors)
________________________________________
1. There was physical violence among members of
my immediate or extended family.

0

1

2

3

4

5

2. Family unit became less important for people that
I’m close to.

0

1

2

3

4

5

3. I was around a lot of violence.

0

1

2

3

4

5

4. My personal goals were in conflict with family
goals.

0

1

2

3

4

5

5. I had serious arguments with family members.

0

1

2

3

4

5

6. Due to a lack of family unity, I felt lonely and
isolated.

0

1

2

3

4

5

7. My family considered divorce as a result of marital
problems.

0

1

2

3

4

5

8. Some family members became too individualistic,
distant or detached from the family.

0

1

2

3

4

5
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Appendix D: HSI Items - Today
Note: Please answer these items for the present time. If the event did not occur, code “0” only.
If the event occurred, then code the stress level of that event from 1 to 5.
________________________________________

Stressfulness - How Bothersome?
_________________________________________
Did
Not
A
Moder- Very ExtreNot
at Little
ately
mely
Occur All
_________________________________________

Sources of Stress
(Stressors)
________________________________________
1. There has been physical violence among members
of my immediate or extended family.

0

1

2

3

4

5

2. Family unity has become less important for people
that I’m close to.

0

1

2

3

4

5

3. I have been around a lot of violence.

0

1

2

3

4

5

4. My personal goals have been in conflict with
family goals.

0

1

2

3

4

5

5. I have had serious arguments with family members.

0

1

2

3

4

5

6. Due to a lack of family unity, I have felt lonely and
isolated.

0

1

2

3

4

5

7. My family has considered divorce as a result of
marital problems.

0

1

2

3

4

5

8. Some family members have become too
individualistic, distant or detached from the family.

0

1

2

3

4

5
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Appendix E: Connor-Davidson Scale
Please indicate how much you agree with the following statements as they applied to you during
the past month. If a particular situation did not occur at that time, answer according to how you
think you would have felt.
_________________________________________

_____________________________________

How true for you were each of the following
statements?

Not
True
at All

True
Almost
all the
Time
_____________________________________

________________________________________

Rarely
True

Sometimes
True

Often
True

1.

You were able to adapt when changes occurred

1

2

3

4

5

2.

You had at least one close and secure relationship
which would help you when you were stressed.

1

2

3

4

5

3.

When there were no clear solutions to your
problems, sometimes fate or God could help.

1

2

3

4

5

4.

You were able to deal with whatever came your
way.

1

2

3

4

5

5.

Past successes gave you confidence in dealing with
new challenges and difficulties.

1

2

3

4

5

6.

You tried to see the humorous side of things when
you were faced with problems.

1

2

3

4

5

7.

Having to cope with stress made you stronger.

1

2

3

4

5

8.

You tended to bounce back after illness, injury, or
other hardships.

1

2

3

4

5

9.

Good or bad, you believed that most things happen
for a reason.

1

2

3

4

5

10.

You would give your best effort, no matter what
the outcome may be.

1

2

3

4

5

11 . You believed that you could achieve your goals,
even if there were obstacles.

1

2

3

4

5

12.

1

2

3

4

5

Even when things looked hopeless, you didn’t give
up.
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_________________________________________

_____________________________________

How true for you were each of the following?

Not
True
at All

True
Almost
all the
Time
_____________________________________

________________________________________

Rarely
True

Sometimes
True

Often
True

13.

During times of stress or crisis, you knew where
to turn for help.

1

2

3

4

5

14.

Under pressure, you stayed focused and thought
clearly.

1

2

3

4

5

15.

You preferred to take the lead in solving
problems, rather than letting others make all the
decisions.

1

2

3

4

5

16.

You were not easily discouraged by failure.

1

2

3

4

5

17.

You thought of yourself as a strong person when
dealing with life’s challenges and difficulties.

1

2

3

4

5

18.

You could make unpopular or difficult decisions
that affect other people, if it was necessary.

1

2

3

4

5

19.

You were able to handle unpleasant or painful
feelings like sadness, fear and anger.

1

2

3

4

5

20.

In dealing with life’s problems, you believed that
sometimes you have to act on a hunch, without
knowing why.

1

2

3

4

5

21.

You had a strong sense of purpose in life.

1

2

3

4

5

22.

You felt in control of your life.

1

2

3

4

5

23.

You liked challenges.

1

2

3

4

5

24.

You worked to attain your goals, no matter what
roadblocks you would encounter along the way.

1

2

3

4

5

25.

You took pride in your achievements.

1

2

3

4

5
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Appendix F: Health-Related Lifestyle
Please indicate the choice which is true for you, or describes best what you prefer. Please respond
according to how you thought and felt in the past year.
1. Regarding your health, how often did you pay attention to your health?
(1) Did not pay attention.
(2) Occasionally
(3) Often.
(4) Most of the time.
(5) Almost always concerned.
2. How healthy were you, compared to other persons of your age and gender (sex)?
(1) A lot less healthy; more sick
(2) Somewhat less healthy
(3) About equally healthy
(4) Somewhat healthier
(5) A lot healthier
3. How motivated were you to improve your health?
(1) Absent- you were not motivated
(2) Weak- somewhat motivated
(3) Moderate- willing to improve your health
(4) Strong- willing to work hard at improvement
(5) Extreme- determined to improve your health.
4. Did you intend to do something to improve your health?:
(1) Not at all
(2) Possibly
(3) Probably
(4) Very likely
(5) Absolutely yes
5. To maintain a healthy lifestyle, how often would you plan ahead?
(1) Rarely planned ahead; you did daily activities as they came.
(2) Planned ahead occasionally
(3) Planned ahead sometimes
(4) Planned ahead often
(5) Planned almost all daily activities well ahead of time.
6. How was your usual daily stress level?
(1) Almost none- anything was stressful.
(2) Low- You felt some stressors.
(3) Moderate- Your stress level was the same as for most people
(4) High- You had many demands and little time to do things.
(5) Extreme- You had heavy demands and sometimes felt overwhelmed.
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7. About stress at work, how much stress did you prefer at work?
(1) A place that is free of stress.
(2) A low-stress job with a few demands.
(3) Occasional challenges, even if stressful.
(4) To seek out challenges, even if stressful.
(5) Many challenges, even if very stressful.
8. How was your overall life satisfaction and sense of well-being ?
(1) Poor- You needed help and had to change your life.
(2) Fair- You felt OK but had to make some lifestyle changes.
(3) Good- You were satisfied with your present lifestyle.
(4) Very Good- You felt satisfied with your lifestyle, but still wanted to improve
(5) Excellent- You felt very fit, but still wanted to improve your health.
9. Regarding your responsibility for staying healthy and avoiding illness, how would you rate our level
of
responsibility?
(1) Completely responsible: your behavior could always avoid illnesses.
(2) Mostly responsible: most times you could stay healthy and avoid illnesses.
(3) Somewhat responsible: you could avoid some illness sometimes.
(4) Little responsible: you couldn’t avoid most illnesses.
(5) Not responsible: It didn’t matter what you did, you often got sick.
10. About taking risks in life, you believed that taking risks:
(1) Is fun and exciting.
(2) Is important in life.
(3) Must be done at times to move ahead.
(4) Should be done only when necessary.
(5) Should always be avoided.
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Appendix G: CES-D
Please answer these questions according to how you felt during the week before today.
____________________________________________
Please indicate HOW OFTEN you have had each of
these feelings during the week before today. How often
did you:
____________________________________________

________________________________________

Rarely Some Occasionally Most
(<1 day) (1-2 days) (3-4 days) (5-7 days)
________________________________________

1. Feel like not eating, that is your appetite was poor?

1

2

3

4

2. Feel depressed?

1

2

3

4

3. That everything you did was an effort?

1

2

3

4

4. Feel that your sleep was restless?

1

2

3

4

5. Feel happy?

1

2

3

4

6. Feel lonely?

1

2

3

4

7. Feel that other people were unfriendly?

1

2

3

4

8. Feel that you were enjoying life?

1

2

3

4

9. Feel sad?

1

2

3

4

10. Feel that people disliked you?

1

2

3

4

11. Feel as if you could not “get going?”

1

2

3

4
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Appendix H: Life Satisfaction
Please circle how satisfied you are with each of these life issues. Please respond according to:
how you felt during the past week.

How Satisfied Were You With Having?
____________________________________________

____________________________________
Not
A
Some Very Extremely
at All
Little what
Much
____________________________________

1. A good spiritual life.

1

2

3

4

5

2. A positive sense of self (self-esteem).

1

2

3

4

5

3. Leadership abilities and the ability to inspire others.

1

2

3

4

5

4. The ability to overcome life’s problems.

1

2

3

4

5

5. A sense of trust with persons important to you.

1

2

3

4

5

6. The ability to overcome disappointments.

1

2

3

4

5

7. Social confidence with others.

1

2

3

4

5

8. The ability to overcome (conquer) anxiety.

1

2

3

4

5

9. Clear life goals and a direction in life.

1

2

3

4

5

10. The ability to get enough sleep on a daily basis

1

2

3

4

5

42

Appendix I: A “Difficult Problem”
Finally, now think of the most “Difficult Problem” that you have had in the past 5 years,
that is, since the year ___________________. That life problem made you feel that
something had gone terribly wrong, and you needed to do something to resolve it.
Please identify a specific event or episode which initiated this difficult problem, by
identifying the date when it occurred.
6a.

Identifying the Problem. What was this most “Difficult Problem?”:
________________________________________.

6b.

When It Happened. Please tell me about when this happened, that is, the month and the
year: Month: _________, and Year: ____________.

6c.

What Happened. Now briefly, tell me what happened by telling me:
(1) How it began.
(2) What happened next?

6d.

Stressfulness Ratings. How stressful was this “Difficult Problem?” Would you say that
it was:
(1) Not stressful- it was not really bothersome at all
(2) Somewhat stressful- it was a bit bothersome and distressing
(3) Moderately stressful- it bothered you a lot and was quite distressing
(4) Very stressful-it was very bothersome and most distressing
(5) Extremely stressful- it was extremely bothersome and disturbing; among the worst
in your life

6e.

What You Did. Now tell me a short story about what you did to try resolving this
problem.
For the most difficult period of this problem, please tell me:
(1) What were you thinking. (beliefs about the problem, ideas about what went wrong)
(2) What you were feeling. (emotional reactions- anger, anxiety, sadness, fear; attitudes
about
the problem)
(3) What actions did you take to resolve the problem? (goals or strategies)
(4) How do you think that you may have changed as a person, if you did, as a result of
dealing
with this “Difficult Problem?” (personal growth, losses, new attitudes towards life)
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Appendix J: Demographics

YOUR LIFE’S JOURNEY-

STRUCTURED INTERVIEW - HISPANIC LEADERS
(Version ENGL , 4-11-06)

Leader Interv ENGL 12a.doc

IDNo. ______; Interviewer Initials: ________; Today’s Date: _________
___________

[ L 4e ]
Time Started:

Please answer honestly on how you feel and what you think. The best answer is the one that is true for
you, that is, how you really think and feel. Please circle your choice, that is, the value in parenthesis

that is true for you.

1. You and Your Family
A. Family Cultural Background
These questions are about your birth and birthplace.
1a. You were born in the year __________; Month _______.
1b. You were born in:
(1) City:
(2) State:
(3) Zip Code:
(4) County or District:

(5) Country:
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These questions ask about your family heritage, that is, your family’s ethnic, cultural or national
background. For example, various people can identify culturally as being a Mexican, Mexican American,
Cuban, Puerto Rican, Canadian, or an “Anglo American,” etc.
2a.

Your father was born in: (city, state and country):
(1) City, ________________________
(2) State, ________________________
(3) Country, _____________________.

2b.
.

In terms of his cultural identity, your father identified as being a: _________________________

2c.

Your mother was born in: (city, state and country):
(1) City, ________________________
(2) State, ________________________
(3) Country, _____________________.

2d.

In terms of her cultural identity, your mother identified as being a: ______________________.
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Based on these ethnic, cultural, or national heritages,
2e. You prefer to identify yourself as being a: _____________________________ .
2f. So, you would say that in your ethnic, cultural or national identity, you are:
(You can choose more than one label).
(10) White American (non-Hispanic white) (Anglo American)
(11) White American
with mixed cultural backgrounds- Please specify: ___________________________
(20) African American/Negro
(30) Hispanic/Latino(a)
(31)
Mexican
(32)
Mexican American
(33)
Chicano(a)
(34)
Puerto Rican
(35)
Cuban American
(36)
Other Hispanic: Please specify: _________________________________________
(40) American Indian/Native American
(41)
Specific tribal group- Please Specify _____________________________________
(50) Asian American
(51)
Chinese
(52)
Japanese
(53)
Korean
(54)
Filipino
(55)
Other Asian American- Please specify: _____________________________________
(60) Other Ethnic Identity- Please describe: ___________________________________________

B. Your Family
Please respond to the following questions about your family.
1. How many brothers and sisters do you have?
(1) ____

Brothers = ____ biological, ____ half-brothers, _____ step, _____ foster.

(2) ____

Sisters = ____ biological, ____ half sisters, _____ step, _____ foster.

2. Regarding the birth order of the kids within your family, you were number: _____.
3. Did you grow up within an extended family (with uncles, aunts, cousins, grandparents) within the
same neighborhood?
(1) ____
(2) ____

Yes
No

4. How available were these members of the extended family when you needed them?
(1) Not at all
(2) A little
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(3) Sometimes
(4) A lot
5. Did you grow up with guardians, other family or step parents other than your parents?
(1) Yes; Which: ____________________________.
(2) No
6. Did you grow up with a single parent, that is, in a single parent home?
(1) Yes; Which: ____________________________.
(2) No
7. When looking back on how you got along with your father (or father figure), would you say that
your relationship with your father was:
(1)
(2)
(3)
(4)
(5)
(6)

Extremely Bad- You hated him
Bad- You didn’t get along
OK/Neutral- It was neither good nor bad
Good- It was positive with a few problems
Very Good- It was a very good relationship
The Best- He was the best; you got along perfectly

8. When looking back on how you got along with your mother (or mother figure), would you say that
your relationship with your mother was:
(1)
(2)
(3)
(4)
(5)
(6)

Extremely Bad- You hated her
Bad- You didn’t get along
OK/Neutral- It was neither good nor bad
Good- It was positive with a few problems
Very Good- It was a very good relationship
The Best- She was the best; you got along perfectly
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Table 1: “Your Life's Journey” Structured Interview Scales
Measure

Items

α

Scale

Sample Items
M
6. You tried to see the
1 = Not true at all
humorous side of things
to 5 = True almost
4.03
when you were faced
all the time
with problems.

SD

Min Max

Kurtosis Skew

.647

2.12 5.00

.468

-.825

ConnorDavidson
Resilience

25

.948

“ Big Move”
Sources of
Stress

12

.849

1 = Not at all
to 5 = Extremely

8. Missing family or
friends from home.

2.44

.821

1.00 4.33

-.728

.336

CESD

11

.613

1 = Rarely
to 4 = Most

11. Feel as if you could
1.76
not “get going?”

.666

1.00 3.73

1.38

1.35

Life
Satisfaction

10

.925

1 = Not at all
to 5 = Extremely

4. The ability to overcome
3.60
life’s problems.

.886

1.30

.433

-.924

.983

1.00 5.00

-.582

-.410

7. My family considered
divorce as a result of
1.88
marital problems.

.686

1.00 3.75

.049

.901

Health
Motivation

4

.825

HSI- High
School
Family
Stress

1 = Did not pay
1. Regarding your health,
attention
how often did you pay 3.30
to
attention to your health?
5 = Almost always
concerned

8

.737

1 = Not at all
to 5 = Extremely
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5.00

HSI –
Current
Adulthood
Family
Stress

Problem
Severity

“Big Move”
Willingness

8

1

1

.795

---

---

1 = Not at all
to 5 = Extremely

1== not severe
to

5 = extremely
severe

1 = unwilling to
move away
to
5 = determined to
move

5. I have had serious
arguments with family
members.

1.59

.658

1.00 4.00

4.27

1.97

Now please rate this
problem in terms of its
severity, that is, how bad it
3.59
really was for you. Your
“Difficult Problem,” was
difficult:

.991

1

5

-.788

-.001

Regarding the conflicts
involved in staying with
your family, as compared
with moving away in
search of a new or better
life, you were:

1.19

1

5

-.409

-.705
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3.70

Table 2.
Demographics

Participant Characteristic

N

%

Females

31

70.2

Males

73

29.8

Leaders

32

35.6

Residents

35

33.7

Drug users

37

30.8

Married

35

33.7

Single (divorced, widowed, etc.)

69

66.3
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Table 3.
Participant Characteristics

Measures

M

SD

Age

41.6

15.1

“Big Move” Sources of Stress

2.44

.821

“Big Move” willingness

3.70

1.19

Problem Severity

3.59

.991

HSI - High School Family Stress

1.88

.686

HSI - Current Adulthood Family Stress

1.59

.658

Acceptance & Commitment

.961

1.07

Worthlessness

.168

.614

Avoidance

.673

1.06

Resilience

4.03

.647

Health Motivation

3.30

.983

Depression

1.76

.666

Life Satisfaction

3.60

.886
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Table 4.

Correlations among Quantitative and Qualitative Variables

Drug
Gender

Gender User
----

Drug User

-.484** ----

“Big Move” Stress

.091

“Big

“Big

Move”

Move”

Stress

Willingness

Acceptance
Problem

&

Health

Severity

Commitment Worthlessness Avoidance Resilience Motivation

Life
Depression Satisfaction

.090

----

“Big Move” willingness .058

-.169*

.061

----

Problem Severity

-.068

.128

.249**

.026

----

Acceptance &
Commitment
Worthlessness

.082

-.170*

-.062

-.029

-.229**

----

-.076

.173*

.005

-.117

.028

-.015

----

Avoidance

-.064

.220*

.079

-.056

.049

-.113

-.023

----

Resilience

.402**

-.409** .048

.185*

.006

.174*

-.188*

-.251**

----

Health Motivation

.220*

-.406** -.074

.279**

-.174*

.084

-.072

-.119

.440**

----

Depression

-.278** .625**

.044

-.125

.149

-.083

.250**

.179*

-.472**

-.448**

----

Life Satisfaction

.278**

-.480** .071

.181*

-.065

.219*

-.136

-.245**

.786**

.512**

-.588**

Note: *p < .05, **p < .01
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----

Table 5.
Full hierarchical regression model for quantitative and qualitative variables
as predictors of Resilience and Health Motivation

Variable
Step 1
Gender
Drug User

B

Resilience
β
Final t

.387
-.253

.275
-.188

2.76**
-1.79

Step 2
“Big Move” willingness
“Big Move” stress

.061
.029

.112
.037

1.28
.407

Step 3
Problem severity

.050

.077

.843

Step 4
Acceptance and commitment
Worthlessness
Avoidance

.072
-.132
-.110

.120
-.125
-.181

1.34
-1.43
-2.05*

2

ΔR
.222

.017

.002
.059

Resilience: F(8, 95) = 5.097, p < .001; adjusted R2 = .241.
Health Motivation: F(8, 95) = 3.559, p = .001; adjusted R2 = .166.
Note. * p < .05 level, ** p < .01 level, *** p < .001 level.
Gender variable coded 1=Male 2=Female
Drug user variable coded 1=Non-Drug User 2=Drug User
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Health Motivation
B
β
Final t ΔR2
.166
.092
.043
.414
-.666 -.326 -2.96**
.187
-.035

.227
-.029

2.46*
-.311

-.126

-.127

-1.33

-.002
.028
-.021

-.002
.017
-.023

-.022
.188
-.248

.049

.015
.001

Table 6.
Hierarchical regression model for quantitative and qualitative variables
as predictors of Depression and Life Satisfaction

Variable
Step 1
Gender
Drug User

B

Depression
β
Final t

.050
.835

.035
.603

.382
6.318***

Step 2
“Big Move” willingness
“Big Move” stress

-.002
-.030

-.004
-.037

-.046
-.450

Step 3
Problem severity

.058

.086

1.04

Step 4
Acceptance and commitment
Worthlessness
Avoidance

.026
.160
.035

.042
.148
.055

.522
1.85
.688

2

ΔR
.392

.001

.006
.024

Depression: F(8, 95) = 8.68, p < .001; adjusted R2 = .374.
Life Satisfaction: F(8, 95) = 5.07, p < .001; adjusted R2 = .240.
Note. * p < .05 level, ** p < .01 level, *** p < .001 level.
Gender variable coded 1=Male 2=Female
Drug user variable coded 1=Non-Drug User 2=Drug User
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.122
-.694

Life Satisfaction
β
Final t ΔR2
.234
.063
.636
-.377 -3.59**

.071
.124

.096
.115

B

1.09
1.27

-.002

-.003

-.028

.117
-.082
-.122

.141
-.057
-.147

1.58
-.645
-1.65

.020

.001
.044

Table 7.

Correlations among Quantitative and Qualitative Variables for Subanalyses
Current
High School

Adulthood

Acceptance &

Gender

Gender Family Stress Family Stress Commitment
----

High School Family Stress

.210*

Health
Worthlessness Avoidance Resilience

Motivation

Life
Depression

Satisfaction

----

Current Adulthood Family Stress .118

.210*

----

Acceptance & Commitment

.025

.050

-.007

----

Worthlessness

.009

-.148

.084

-.052

----

Avoidance

.057

.024

.126

.140

-.114

----

Resilience

.448**

.351**

-.067

.052

-.119

-.075

----

Health Motivation

.002

-.116

-.178

-.051

-.008

.031

.133

----

Depression

.113

.134

.426**

-.077

.123

.074

-.139

-.237*

----

Life Satisfaction

.120

.235*

-.131

-.013

.007

-.134

.576**

.273*

-.294**

Note: *p < .05, **p < .01
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----

Table 8.
Full hierarchical regression model for quantitative and qualitative variables
as predictors of Resilience and Health Motivation for subanalyses

Variable
Step 1
Gender
Step 2
High school family stress

B

Resilience
β
Final t

.360

.412

.184

3.69**

.287

2.49*

Step 3
Current adulthood family stress -.105

-.157

-1.38

Step 4
Acceptance and commitment
Worthlessness
Avoidance

.036
-.076
-.099

.329
-.683
-.888

.015
-.073
-.047

2

ΔR
.201
.069
.030
.014

Resilience: F(6, 58) = 4.429, p = .001; adjusted R2 = .243.
Health Motivation: F(6, 58) = .461, p = .834; adjusted R2 =-.053.
Note. * p < .05 level, ** p < .01 level, *** p < .001 level.
Gender variable coded 1=Male 2=Female
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B
.062
-.104

Health Motivation
β
Final t ΔR2
.000
.038
.290
-.086

-.636

-.215

-.172

-1.29

-.045
-.004
.054

-.058
-.002
.061

-.443
-.018
.460

.014
.026
.006

Table 9.
Full hierarchical regression model for quantitative and qualitative variables
as predictors of Depression and Life Satisfaction for subanalyses

Variable
Step 1
Gender
Step 2
High school family stress

B

Depression
β
Final t

.034

.053

.027

.439

.058

.439

Step 3
Current adulthood family stress .191

.393

3.22**

Step 4
Acceptance and commitment
Worthlessness
Avoidance

-.079
.099
.042

-.665
.822
.349

-.024
.069
.015

2

ΔR
.013
.013
.161
.016

Depression: F(6, 58) = 2.459, p = .035; adjusted R2 =-.120.
Life Satisfaction: F(6, 58) = 1.244, p = .298; adjusted R2 =-.022.
Note. * p < .05 level, ** p < .01 level, *** p < .001 level.
Gender variable coded 1=Male 2=Female
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B
.091
.190

Life Satisfaction
β
Final t ΔR2
.014
.093
.731
.266

2.03*

-.140

-.187

-1.45

-.005
.051
-.061

-.012
.048
-.115

-.093
.378
-.902

.046
.036
.017
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